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REASONABLE ACCOMMODATION FORM

This section to be completed by Permanent Supportive Housing PBV participant:
(Staff may fill in the name, program ID number and requested accommodation on behalf of the client. If this is the case, the staff member must write his/her initials and the date on the spaces provided in this section. The client must fill out this section and sign it when requesting accommodations related to payment standards, utility allowance or voucher size in order to obtain the release to request physician’s verification.)

Please provide the following information concerning your request as well as the authorization. I  	with PBV number  	request Louisiana
Housing Authority to  	







as a reasonable accommodation for my disability. I also authorize my physician/ qualified health care professional* to release the information requested on the next section of this form to verify my request for reasonable accommodation.

Health Care Provider Name:  	Address:  	

City, State, Zip Code:  	Phone #: ( 	) 	


(Signature of PSH PBV participant)	(Date)	LHA staff initials



The following section to be completed by physician or qualified health care professional*:
Section 504 of the Rehabilitation Act of 1973 allows Louisiana Housing Authority to obtain confirmation that the reasonable accommodation request entered above is consistent with the patient/client’s disability. Disability is defined at the bottom of this form. Please provide the following information concerning your patient’s request for a reasonable accommodation. Please note that this is not a request for medical records or detailed information about the disability. Please limit your remarks to describing functional limitations and to confirming that the accommodation that is requested above is relevant to this client’s case.

A medical or qualified health care professional* with one of the following credentials (MD, DO, LCPC, LCSW, LMSW, APRN-BC, NP and who has knowledge of the client, must complete this form):





As a medical or qualified health care professional* with knowledge of the client necessary to make such a determination,

I,  	, of  	located at
(Name of Physician or Qualified Health Care Professional )	(Name of Institution or Agency)

 	Certify that
(Street Address, City & Zip Code)

 	_qualifies as an individual with a disability as defined on
(Name of PSH/PBV participant)
this form and that the accommodations that the patient named and requested on this form  are consistent with his/her needs associated with his/her disability. The functional limitations caused by
said disability are: 	



(A qualified health care professional* with one of the following credentials (MD, DO, LCPC, LCSW, LMSW,  APRN-BC, NP must complete this form):

Organization:  	


Signature:  	
(Signature of Physician or Qualified Professional*)

Title:_ 	Date:  	

Printed Name and Title of Person Completing this for  	
I may be contacted at the following phone number: __( 	)_ 	



Definition:
The definition of an individual with a disability is from the Fair Housing Act amended in 1989 and Section
504 of the Rehabilitation Act of 1973 – as amended. The definition includes any person who has:
	Physical or mental impairment(s) that substantially limits one or more major life activities; or
	A record of having such impairments or is regarded by others as having such impairments. The example list of impairments includes learning disabilities, diabetes, past drug addiction and alcoholism, emotional illness, cancer, heart disease, AIDS, etc.  It does  not include current, illegal use of or addiction to a controlled substance.
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